SIRÐIn June 1999 the Royal College of Physicians published Consultant Physicians Working for Patients, with the intention of supporting clinicians in their attempts to provide high standards of medical care [1] . The report recommended that 6±8 new patients or 15±20 follow-up patients should be seen by a geriatric medicine consultant working alone in a 3.5h session. This equates to an average time allocation of 26.25±35min for a new patient and 10.5±14min for a follow-up. Following further advice from the British Geriatrics Society, the recommendations were amended to 6±7 new patients (30±35min), 12 follow-up patients (17.5min) or a reduced mixture of both.
I have surveyed consultants in the British Geriatrics Society Yorkshire region to investigate current outpatient clinical practice and whether consultants felt able to work to these recommendations. I requested information on time allocated to new and follow-up patients, asked how much time the consultant felt should be allocated and sought opinions on the ability to deliver a consistently good standard of care to 6±7 new patients or 12 follow-up patients in a 3.5h session. Fifty-four of 62 consultants (85.5%) replied, one of whom did not have any outpatient clinics. Some did not complete all sections of the questionnaire. Seventeen of 52 consultants (32.7%) allocated more than 35min to a new patient. Times ranged from 20 to 60min (median 30min). Forty-eight consultants indicated how long they thought should be allocated to a new patient. Of these, 33 (68.8%) would give more time than would allow $ 6 new patients to be seen. Times ranged from 20 to 60min (median 40min).
Fifty of the 52 (96.2%) were able to meet the recommendation of seeing 12 follow-up patients in a session. Times ranged from 5 to 20min. Using the times that 47 indicated should be allocated, 21.3% would meet the 15±20 patient recommendation and 76.6% the 12 patient recommendation. Time allocation ranged from 10min to 30min.
Sixteen of 53 (30.2%) felt able to deliver consistently a good standard of care to 6±7 new patients in a 3.5h session. Thirty-seven of 53 (69.8%) felt able to deliver consistently a good standard of care to 12 follow-up patients in a session.
Several respondents highlighted case-mix as a problem that affected time allocation. This was felt to be particularly important in clinics dealing with both younger medical patients and older patients who often had multiple system and complex problems.
The subjective opinion of consultants on their ability to provide a consistently good standard of care is open to bias. There were wide variations in appointment times, which may re¯ect the case-mix encountered. It was not possible to con®rm or refute this from the data.
Many consultants do not meet the College recommendations and some feel unable to deliver consistently a good standard of care if the recommendations are met. One explanation is that the recommendations are set at a too ambitious level and do not fully consider the wide case-mix variation in some clinics. The College indicated in the report that``it is self-evident that elderly patients require considerably more time in clinical diagnosis and treatment'', yet the recommendations of 6±8 new patients or 15±20 follow-up patients per clinic exceed those of, for example, cardiology, neurology and rheumatology, where a maximum of 6 new patients or 15 follow-up patients per session was recommended.
A Government aim is for patients to be more informed about their care and treatment choices [2] . The satisfaction of consultation is partially dependent upon time. Longer consultations are required for patient enablement. Patients over 65, those with multiple problems and those with both social and psychological problems require a longer consultation [3, 4] . There are no published data on the effects of participative practice on the duration of clinic appointments to deliver an agreed standard of care. Research is required if allocation of time is to be made objectively, taking case-mix into account. 
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Does frailty predispose to adverse drug reactions in older patients?
SIRÐIn patients 70 years and older admitted to hospital, a history of falls, gastrointestinal bleeding or haematuria and the use of three or more drugs are associated with a severe adverse drug reaction [1, 2] . A fall before hospital admission may be an indicator or a presentation of a severe adverse drug reaction. We report data which support the association between a fall history and adverse drug reactions in older patients.
We recorded and evaluated de®ned adverse drug reactions [3, 4] in 228 patients consecutively admitted to ®ve wards of a geriatric clinic, between 1 January and 30 March 1995. We included in the analysis only those adverse drug reactions that were followed by documented therapeutic consequences. We recorded admission and discharge drug prescriptions, applying a system previously used [5] . On admission, all patients underwent a 15-item screening test, including the history of falls in the 3 months before admission, poor nutritional state and chronic pain [6] .
There were 53 adverse drug reactions in 42 patients (18.4%), involving 47 drugs: 14 reactions were gastrointestinal, 13 cutaneous, seven central nervous system, six cardiovascular and ®ve were other manifestations. Cardiovascular drugs (16), psychotropic agents (eight), analgesics, non-steroidal in¯am-matory drugs and steroids (eight), antibiotics (six), and miscellaneous preparations (nine) were the medicines incriminated.
Adverse drug reactions were more frequent in patients with $ 5 drug prescriptions on admission (26.8% vs 8.6%, P = 0.0004) and those with a history of falls (n = 30, 36.7% vs 15.7%; P = 0.0006). Furthermore, there was a trend for a higher rate of adverse drug reactions in patients with chronic pain (28.6% vs 16.6%, P=0.09), poor nutritional state, (26.5% vs 16.2%, P=0.09) and urinary incontinence (25.4% vs 15.1%, P=0.09).
The patients with a fall history were older than those without (81.7 vs 76.5 years; P < 0.001), but they did not differ in their mean number of prescribed drugs on admission [ We analysed 43 different medication groups and found the only differences in prescribing patterns between patients with and without falls was for antiparkinson medication (10.3% vs 2.9%, P=0.026) and heparin (41.2% vs 27.5%, P=0.05). Ten of the patients with a history of falls (33%) fell again during their hospital stay: there were records of one fall in four patients, two in ®ve patients and three in one patient.
The number of patients we investigated was small, and not all results reached statistical signi®cance. However, we conclude that markers of frailty, rather than a history of falls alone, may be useful indicators of an elevated risk of adverse drug reactions in older patients. Low body weight [7] , for example, could be one indicator. As a consequence of frailty, minor challenges may compromise an elderly person's functional abilities [8] , and exposure to many drugs may be one such challenge.
WOLFGANG Tiredness: a feature of coeliac disease
SIRÐWe report the case of a patient concomitantly affected by Paget's and coeliac diseases. These are common [1, 2] , yet may be undiagnosed in older people. Their association may be more common than is generally appreciated. An 84-year-old woman was admitted with progressive weakness, fatigue and slight weight loss. Six years earlier, a diagnosis of Paget's disease of bone was made at another hospital, based on slightly elevated (1.5´) serum alkaline phosphatase concentration, together with characteristic radiographic and scintigraphic ®ndings. Despite reportedly adequate nutrition, a gradual weight loss of about 5 kg was noted in the following years. She consulted her general physician and attended an outpatient clinic on several occasions over this period, but no satisfactory diagnosis was established. She received a 4-month course of clodronate therapy for Paget's disease 6 months before admission to our hospital.
On examination, she was thin, with a body mass
